Journal of the Royal Society of Medicine Volume 82 May 1989 vital to the standard of care provided in general practice.
Who is to ensure the high standards and expectations to which the public, our patients, is entitled? I would hope the profession itself will be seen to set its own house in order -namely professional self regulation'. Certainly, if doctors are posed this question, the answer is unanimous -we cannot accept governmental imposition of standards and control.
The time has come for professional debate to determine the best way forward. It should reconsider whether attendance at postgraduate medical centre lectures in themselves are sufficiently educational. We are all aware that good attendance at continuing medical education sessions is more often ensured by the provision of a good lunch! Surely good general practice is better learned in a general practice setting and it is in this setting that the public will see it in action.
If such a notion is accepted, and I believe it must be eventually, then the profession can work out the nature and content of re-certification evaluations. General practitioners can be assessed in many ways. The fact that they are all now vocationally trained sets the scene. It follows that on entering practice as Principals they will continue to strive to attain the standards which have continually to be demonstrated in their training practices -this evidence is already with us.
Attendance at regular continuing medical education sessions, serious reading, sabbaticals, audit of care, examination of case management (which figures prominently in the United States systems), 'What Sort of Doctor?" exercises, practice management, availability, practice assessment" visits, peer groups and -dare I mention -multiple choice question papers, may all be possible mechanisms to be examined as facets of a re-certification process. These activities will take place in the practice setting by When the postgraduate trainees first come to the A & E department they have a more or less well established theoretical foundation and not a great deal of practical experience in medicine and surgery. Some may have developed an attitude which emphasizes the medium as an intellectual exercise. The cardinal feature of this attitude is an orientation attendance at small peer groups and at postgraduate medical centres. Much of this educational activity would take place and be organized in the regions or the districts in which doctors practise.
Specialist training and accident & emergency
Hopefully, the profession as a whole will critically examine these areas, debate, discuss and consider the opportunities, as it takes the bit between its teeth and decides that it alone will be responsible for its own regulation. Public confidence will then confirm that general practitioners in this country still lead the world in the provision of the highest standards of care for their patients.
Trevor Silver
Regional Adviser in General Practice.
South West Thames Region
References The Royal Society of Medicine communications must involve diagnosis, prognosis, action taken, further action recommended and must highlight special problems. Documentation is the projection of communication into a permanent record. Few patients are managed nowadays by a single doctor or department and therefore it must be assumed that other health service specialties will refer to the notes. Communication and documentation put the emergency physician in contact with the entire network of health care agencies. Here the legal implications must be remembered for it is possible that a complaint may arise from the patient's attendance.
The Emergency Physician is seen as a member of a team working both locally with immediate colleagues and peers, and in a broader sense with the whole of the National Health Service. Whilst mindful ofhislher position as a team member, when on duty helshe plays a leadership role. With leadership comes responsibility and accountability. Accountability faces the emergency physician not only from the direction of the patient and from the physicians who subsequently take care of the patient, but also from the direction of sound judgment of finance and expenditure. In dealing with the tens of thousands of patients a year just one unnecessary test or procedure Journal of the Royal Society of Medicine Volume 82 May 1989 253 per patient will escalate the cost to an unacceptable degree. The temptation to order a test just because the needle is already in the vein is well known to all; this and similar temptations must be resisted. Naturally, emergency physicians are not trained to base their actions on primary cost considerations, and they must justify their actions whatever the cost. Reasoned medical decisions and sound costing go hand in hand, in my experience.
The last important function in the education of A & E staff is evaluation. With ever changing demands to remain in the mainstream of developing practice and procedures, it is essential that the trainees acquire the habit of self evaluation audit and a drive towards continuous learning.
These thoughts have been summarized much more succinctly by St Paul: 'When I was a child I spake as a child, I understood as a child; but when I became a man, I put away childish things' (the first Epistle of Paul to the Corinthians, Chapter 13, 11) and no trainee leaves the accident & emergency department as a child.
Vera Dallas
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